Patient #4

Section #3

Follow-up reports 10/4/07 —5/28/08



Insert of Sleep Apnea or Snoring Appliance:  puwc_/e!“+/07
Date of Birth 7 / /[ /5 (o

This section should be completed by the patient or legal guardian

Patient name
Guardian or parent n

€, 1f patient is a minor:

Have there been any medical changes since the initial appointment? Yes No
If yes, note them here (medication changes, illnesses, accidents, treatments, medical tests, etc.)

| s Y o]qlo7
Patienf Signatute (parent or guardian 1T patient a minor) date

To be completed by the office staff: Staff name:‘

Patient consent signed and in record? Yes .~ No__ Inserted for: _ Snoring
Appliance inserted? Yes_..—No____ —0OSA
Appliance is comfortable to patient? Yes ~"No ___ UARS
Patient instructed how to use the appliance? Yes .~ No__ ____ Other:
Explained how / when to use bite tabs? Yes .~No

Patient given appliance written instructions? Yes o~ No___

Patient understands how & when to use appliance? Yes .~ No_

Instructions about follow-ups have been discussed? Yes .~ No

Patient practiced placing/removing appliance? YesZ No

Treatment provided today:

__ Insert TAP--T Maxillary retention: %”@ (P

_ Insert TAP -3 .
____ Insert Somnomed Mandibular retention: %@ %
Insert PM positioner

___ Insert SUAD Adjustmengs made today ;

_ Insert EMA. . ¥ ; di—(‘ jo E) y/’,e—xz‘-

" Insert TAP-II }’}2; } ;"7(5 Y f{ e

___ Insert Silent Night (s 7 Joen M 03/ =l e r W o
1 ____ Other appliance C i o
{ __ Home wear & care instructions (verbal) T 4/ sorrt € )/ VeSS @
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(Dr’s. signature) ! 7 (datd) 7
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Check-up of Sleep Apnea or Snoring Appliance: Date: / ?[ 7

s ) i

This section should e completed by the patient or legal gnardian

Patient name
(Guardian or parent name, 1f patient is 2 minor:

Have there been any Medical changes since the initial appointment? Yes  No )<
(medication changes, illnesses, accidents, treatments, etc,) B .

Any Dental treatment since your last visit ' Yes  No ﬂ clefg e
(check-up, fillings, cleaning, crowns, efc,)

How many nights per week do you wear the appliance? 0 1-2 3-4 5-6 7

How many hours per night do you wear the appliance? 0 1-3 4-6 9 or more

Do you still snore? Yes _X‘_ No

Do you feel it has been beneficial for your sleep? Yes_ X No

Is the appliance comfortable? Yes_ No _X_

Do you feel more refreshed during the day? Yes_X No__

Do you have more energy? Yes X No

Does your “bite” feel normal (the way your teeth come together)? Yesﬁ No

Do you have pain in your jaws or TMJs (jaw joints)? Yes  No _X_

Please rate how likely you are to doze off or fall asleep in the following situations. Use the scale to rate how likely you are to fall
asleep with each particular activity. Even if you have not been in that situation lately estimate how it would affect you.

0 - would never doze 2 —moderate chance of dozing
1 — slight chance of dozing 3 — high chance of dozing
Sitting and reading
Watching TV

Sitting inactive in a public place (theater, meeting, library)
As a passenger in a car for an hour without a break

Lying down to rest in the afternoon

Sitting and talking to someone

Sitting quietly after lunch (without alcohof)

In a car, while stopped for a few minutes in traffic

e

TOTAL 7

lo-18-07
patient si e ent or dian if patient a minor) date
To be completed by the office staff: Staff Name—_
Problems:
Tight Appliance adjusted to comfori? Yes~~~ No__
Too loose Re-instructed on use of the appliance? Yes ~~ No___
Occlusmn Explain how / when to use bite tabs? Yes .~ No .
Re-home care instructions? Yes No
K Teeth sore 7 ‘5’ ) C? > J& ﬁ}g -f<5 ' }’)0015 Re: how & when to use appliance? Yes.” No__
TMJ pain Follow-ups have been discussed? Yes_~"No____

Excessive protrusion
Excessive refrusion

BP: /2 %rzk
Adjustments made by patient: (turns, elastic bands, spacers, etc.) a / L }%{ﬁ 2 J*)’ oS }-n A d"’(&%

3 14 15 16
rﬂ 19 18 17

Facets that don’t match: 1 2 3 4 5 6 7 8 10 11 12 13 14 15 16
32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17

Oral tissues: _ | y2¥-@y” fﬁ‘).}(}?ﬁA fopa Aelris - Arsrastedd ﬁ?}%&f’%

MI occlusion (shimstock): 1 2 3 4
32 31 30 29 ¢




Oral hygiene issues discussed with patient: ’F’ LS 5/

Treatment performed today:
~~ Follow-up

" Adjust appliance: "&-7/ ie";/?)’ mf;%r’f@}?@-ﬂ" M e

Discuss Home monitoring
Check out Home monitoring device

___ Review results of HMD with patient Resuits:

___ Other treatment:
Notes: 5}’5{1:‘:@5 )’2@ §_§ 4 )4{—3 qucg‘ M;’@}'l ’—')7-"*7’;}?
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Return appointment: é L e,@% _:__‘—5
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Check-up of Sleep Apnea or Snoring Appliance: Date: 1) 1 D77
DOB: 7 ( ? )
JIM
This section shouid be completed by the patient or legal guardian
Patient name w
Guardian or parent name, 1f patient is a minor:
Have there been any Medical changes since the initial appointment? Yes  No X
(medication changes, illnesses, accidents, treatments, etc.)
Any Dental treatment since your last visit Yes  No X
(check-up, fillings, cleaning, crowns, eic,)
How many nights per week do you wear the appliance? 0 1-2 3-4 -6 7
How many hours per night do you wear the appliance? 0 1-3 4-6 8% 9or more
Do you still snore? Yes  No _ Semi / gg_r“t'lz
Do you feel it has been beneficial for your sleep? Yes X No
Is the appliance comfortable? Yes ¥ No__
Do you feel more refreshed during the day? Yes  No_j
Do you have more energy? Yes  No i
Does your “bite” feel normal (the way your teeth come together)? Yes (X No___
Do you have pain in your jaws or TMJs (jaw joints)? Yes & No

Please rate how likely you are to doze off or fall asleep in the following situations. Use the scale to rate how likely you are to fall
asleep with each particular activity. Even if you have not been in that situation lately estimate how it would affect you.

0 - would never doze 2 —moderate chance of dozing
1 — slight chance of dozing 3 — high chance of dozing

Sitting and reading !
Waiching TV !
Sitting inactive in a public place (theater, meeting, library) )
As a passenger in a car for an hour without a break {
Lying down to rest in the afternoon Z
Sitting and talking to someone (;
Sitting quietly after lunch (without alcohol) 7
'In a car, while stopped for a few minutes in traffic O

TOTAL /

- 3-C o]
patient sfnature (patent or guardian if patient a minor) date

To be completed by the office staff: statf Name J NI

Problems: .
Tight Appliance adjusted to comfort? Yes ___/f'f\’{o -

Too loose Re-instructed on use of the appliance? Yesl No
Occlusion Explain how / when to use bite tabs? Yes o_
% Gagging Re-l;}ome care instructions? Yes 6
‘eeth sore Re: how & when to use appliance? Yes LI

T™I pau'@ W{r LTk D‘}’megr Follow-ups have been discussed? Yes"__; No__

) €%, Excessive protrusion

Excessive refrusion
e 7D/

Adjustments made by patient: (turns, elastic bands, spacers, efc.) 5 t()f’r? S

MI occlusion (shimstock): 1 3 3 14 15 16
32 31 30 29 ‘ﬁ 21 20519 18 17

Facetsthatdon’tmatch'g 1 2 3 4 5 6 7 8 10 11 12 13 14 15 16

32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17

Oral tissues: ﬂ O XY? ﬂ—X




T:@lent performed today:
_w~"Follow-up

2 Adwsapplimee: T ~23)A) adyos e SN [ 5o X wﬂ?ﬁfi%_zﬁfs

Discuss Home monitoring

____ Check out Home monitoring device

__ Review results of HMD with patient Results:
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Treatmentplan:. o> F TS %?,/ 5,) M@eycgy J/)’) €7
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Return appointment: & )}%@"‘/&5’15

Dr. Signature: j /Q/\ ;Vﬁ Date: / l) j’é),) L y?




Check-up of Sleep Apnea or Snoring Appliance: Date: ! }4 / }9?

DOB ?{éj{j (ﬁi’\

This section should be completed by the patient or legal gnardian

Patient name H
Guardian or parent name, if patieht is a minor:

Have there been any Medical changes since the initial appointment? Yes  No_ ¥
(medication changes, illnesses, accidents, treatments, efc.)

Any Dental treatment since your last visit Yes  No ﬁ
(check-up, fillings, cleaning, crowns, efc.)

How many nights per week do you wear the appliance? 0 12 34 5-6

How many hours per night do you wear the appliance? 0 13 4-6 @ 9 or more

Do you still snore? Yes  No_p

Do you feel it has been beneficial for your sleep? Yes  No

Is the appliance comfortable? Yes_of No___

Do you feel more refreshed during the day? Yes v No__

Do you have more energy? Yes 3 No

Does your “bite” feel normal {the way your teeth come together)? Yes No

Do you have pain in your jaws or TMJs (jaw joints)? Yes = No ¥

Please rate how likely you are to doze off or fall asleep in the following situations. Use the scale to rate how likely you are to fall
asleep with each particular activity. Even if you have not been in that situation Iately estimate how it would affect you.

0 - would never doze 2 —moderate chance of dozing
1 - slight chance of dozing 3 — high chance of dozing
Sitting and reading

Watching TV

Sitting inactive in a public place (theater, meeting, library)
As a passenger in a car for an hour without a break

Lying down to rest in the afternoon

Sitting and talking to someone

Sitfing quietly after lunch (without alcohel)

In a car, while stopped for a few minutes in traffic

il

4% TOTAL__ S

patien € (parent or guardian if patient a minor) Al . date

To be completed by the office staff: Staff Name ‘

Problems:
Tight Appliance adjusted to comfort? Yes .~ No__
Too loose Re-instructed on use of the appliance? Yes~~ No_
Occlusion Explain how / when to use bite tabs? Yes.~—"No__ __
> Gagging Re-home care instructions? Yes — No____
eeth sore X ‘ Re: how & when to use appliance? Yes No
TMI pain }“{J - V”M)L\ [~ X LOX Follow-ups have been discussed? Yes.~~ No___

Excessive protrusion
Excessive retrusion

BP: ﬁg/ il

Adjustments made by patient: (turns, elastic bands, spacers, efc.) @ +Um

@:; i

Facets that don’t maich: 1 p 10 1t 14 15 16
32 31 30 27 26 25 24 23 22 2 19 18 17 . ;
sy Jrodd e steeX

Oral tissues: ’}ﬂ, oeX uil LA @\:

MI occlusion {shimstock): 1 2 3 4




Oral hygiene issues discussed with patient: 2(1[ 05S 4{; Lﬁ’t‘fﬁ.}: Fp2A X ¢ ,‘Q& 25 KZ%C_"\;

Treatment performed today:
Follow-up

__ Adjust appliance:

___ Discuss Home monitoring
___ Check out Home monitoring device

___ Review results of HMD with patient Results:
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Return appointment: j W/Zﬁh 3";;7 f(_,; ‘j’-@ y | ﬁ:-;‘j;fzﬁf O>v ﬁL)&E
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Check-up of Sleep Apnea or Snoring Appliance: Date: M)F)?f

DOB: /) J) %g_
JLM I\J{KK )

This section should be completed by the patient or legal guardian

Patient name
Guardian or parent name, if patient is a minor:

Have there been any Medical changes since the initial appointment? Yes  No_ )
(medication changes, illnesses, accidents, treatments, efc.) R

Any Dental treatment since your last visit Yes §  No CLENNTNG
{check-up, fillings, cleaning, crowns, etc.)

How many nights per week do you wear the appliance? ¢ 1-2 34 5-6

How many hours per night do you wear the appliance? 0 1-3 4-6 (6-8  9ormore

Do you still snore? Yes_ No_ %

Do you feel it has been beneficial for your sleep? Yes No

Is the appliance comfortable? Yes X No__

Do you feel more refreshed during the day? Yes ¢ No

Do you have more energy? Yes Y No__  sSe~ &

Does your “bite” feel normal (the way your teeth come together)? Yes { No_

Do you have pain in your jaws or TMIs (jaw joints)? Yes _ No ¥

: Please rate how likely you are to doze off or fall asleep in the following sitvations. Use the scale to rate how likely you are to fafl
asleep with cach particular activity. Even if you have not been in that situation lately estimate how it would affect you.

0 - would never doze 2 —moderate chance of dozing

1 - slight chance of dozing 3 —high chance of dozing

Sitting and reading 0
Watching TV

Sitting inactive in a public place (theater, meeting, library)

As a passenger in a car for an hour without a break 0
e
0

Lying down to rest in the afternoon

Sitting and talking to someone

Sitting quietly afler lunch (without alcohol)

In a car, while stopped for a few minutes in traffic C
TOTAL__ [

7
patient signature (parent or guardian if patient a minor) date
To be completed by the office staff: Staff Name u

Problems:
: Tight Appliance adjusted to comfort? Yes __( No__
 Too loose Re-instructed on use of the appliance? Yes .~ No__
Occlusion Explain how / when to use bite tabs? Yes No
Gagging Re-home care instructions? Yes No__
¢ Teeth sore Re: how & when to use appliance? Yes No
TM]J pain Follow-ups have been discussed‘? Yes
2 Excessive protrusion j—@ :};
Excessive refrusion -~ ) €= 30 2 e,/‘/l_,

14,73 %1‘48:5 Fﬁvﬁex/f
/}/; S0 YR 1S

'H>7 brﬂf(

s)\e&/é—?

Adjustments made by patient: (turns, elastic bands, spacers, etc.) %ﬁ@ { y e

MI occlusion (shimstock): 1 2 3 4
32 31 30 29

:

13 14 15 16
) 22 20 19 18 17

Faceis that don’t match: I 2 3 4 6 7 8 10 11 3 14 15 16
32 31 30 29 27 26 25 24 23 22 2 19 18 17

Oral tissues: )0 ‘,f‘jff/ m d




Oral hygiene issues discussed with patient: kféf} (:\l 6’?(5"&7 (: ° )& y7 ?)’29:@, '{'E)AL} ;/f/(%’_@f}f ;_Y ﬁ\%
/ O fen-Boas 3

'Se}ment performed today:
Follow-up

____ Adjust appliance:

Discuss Home monitoting
Check out Home monitoring device

___ Review results of HMD with patient Results:

___ Other treatment:
Notes: @f@a \:,»h:]: Lo, I{L o] e &, ] e Vféi} -
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Dr. Signature: 2~



